A sexual murder prevented? A case study of evidence-based practice by Greenall, P & Millington, J
 
Greenall, P and Millington, J
 A sexual murder prevented? A case study of evidence-based practice
http://researchonline.ljmu.ac.uk/id/eprint/15074/
Article
LJMU has developed LJMU Research Online for users to access the research output of the 
University more effectively. Copyright © and Moral Rights for the papers on this site are retained by 
the individual authors and/or other copyright owners. Users may download and/or print one copy of 
any article(s) in LJMU Research Online to facilitate their private study or for non-commercial research. 
You may not engage in further distribution of the material or use it for any profit-making activities or 
any commercial gain.
The version presented here may differ from the published version or from the version of the record. 
Please see the repository URL above for details on accessing the published version and note that 
access may require a subscription. 
For more information please contact researchonline@ljmu.ac.uk
http://researchonline.ljmu.ac.uk/
Citation (please note it is advisable to refer to the publisher’s version if you 
intend to cite from this work) 
Greenall, P and Millington, J (2021) A sexual murder prevented? A case 
study of evidence-based practice. Journal of Forensic Psychiatry and 
Psychology. ISSN 1478-9957 
LJMU Research Online
Full Terms & Conditions of access and use can be found at
https://www.tandfonline.com/action/journalInformation?journalCode=rjfp20
The Journal of Forensic Psychiatry & Psychology
ISSN: (Print) (Online) Journal homepage: https://www.tandfonline.com/loi/rjfp20
A sexual murder prevented? A case study of
evidence-based practice
Paul V Greenall & James Millington
To cite this article: Paul V Greenall & James Millington (2021): A sexual murder prevented? A
case study of evidence-based practice, The Journal of Forensic Psychiatry & Psychology, DOI:
10.1080/14789949.2021.1889014
To link to this article:  https://doi.org/10.1080/14789949.2021.1889014
© 2021 Informa UK Limited, trading as
Taylor & Francis Group
Published online: 16 Feb 2021.
Submit your article to this journal 
Article views: 98
View related articles 
View Crossmark data
A sexual murder prevented? A case study of 
evidence-based practice
Paul V Greenalla and James Millingtonb
aLiverpool John Moores University, School of Psychology & Greater Manchester Mental Health 
NHS Foundation Trust, Manchester, UK; bGreater Manchester Mental Health NHS Foundation 
Trust, Gardener Unit & University of Nottingham, Nottingham, UK
ABSTRACT
Clinical work with offenders with histories of sexual violence is an important 
aspect of forensic practice. A key feature of this is the clinical interview, which 
allows individual and offence-related issues to be explored. Research suggests 
that some sexual offences contain sexual motivations and may therefore be 
related to deviant sexual fantasies. This case study reports on the assessment 
and formulation of a patient detained in a regional secure unit. Although he had 
no previous sexual convictions, he had a history of being sexually violent towards 
others. During clinical interviews the patient disclosed having deviant sexual 
fantasies for several years relating to the rape and strangulation of women. 
These fantasies fuelled his daily masturbatory behaviour and he reported several 
attempts to enact them before his detention in hospital. Once in hospital the 
object of his sexual desires became a female nurse, whom he wanted to rape and 
strangle, the idea of which again fuelled his daily masturbatory behaviour. These 
disclosures necessitated preventative measures being taken by his clinical team 
and re-enforced the importance of giving due consideration to violent sexual 
fantasies and the importance of evidence-based risk formulations that inform the 
care and management of forensic patients.
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Introduction
Forensic clinicians often work with offenders with histories of sexual violence. 
These are among the most complex and challenging offenders to work with, 
as some present with dysfunctional schemas, distorted beliefs attachment and 
interpersonal problems, deviant sexual interests and attitudes, and emotional 
problems (Willmot, 2013). Additionally, some present with mental health 
problems (Lewis & Dwyer, 2018), personality disorders (Chen et al., 2016), 
psychopathic personalities (Logan & Hird, 2015) and diverse criminal histories 
(Soothill et al., 2000). Clinical work with sexual offenders usually involves the 
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assessment and formulation of their history and future risk of sexual violence 
(Craig et al., 2008), plus interventions to help them avoid sexual recidivism 
(Wilcox et al., 2015). A key feature of this work is the clinical interview (Clarke, 
2013). This allows clinicians to explore the offender’s presentation and history, 
while allowing offenders to disclose or withhold information, particularly 
relating to previous offending or current sexual preferences.
This case study summarises the assessment and formulation of a man 
detained in a regional secure unit (RSU), who presented with a history of 
sexual violence. His history and clinical presentation will be summarised plus 
his disclosures regarding previous acts of sexual violence, some of which 
were deviant and potentially homicidal. These acts had previously and were 
currently fuelling his masturbatory behaviour and he wanted to repeat them. 
These disclosures necessitated preventative measures being taken by his 
clinical team and highlighted the importance of giving due consideration to 
violent sexual fantasies and the importance of evidence-based formulations 
informing the care and management of forensic patients.
Sexual violence
The Sexual Offences Act 2003 lists various contact and non-contact, penetrable 
and non-penetrable sexual behaviours, that are illegal due to the absence of 
consent and/or the inability of the victim to legally consent (Stevenson et al., 
2004). Acts of sexual violence can occur between strangers or acquaintances, 
include physical violence, be aided by the administration of intoxicants and 
involve single or multiple offenders (Feist et al., 2007). The diverse nature of 
sexual violence means sexual offenders are a diverse group, exhibiting 
between and within-group differences. The focus of this case study, however, 
are those extreme cases that result in the victim’s death. These killings are 
theorised as relating to several contributory factors. For example, dysfunc-
tional/traumatic early life experiences negatively affect an individual’s psycho- 
social and sexual development. This influences their internal world and hinders 
their ability to form pro-social adult relationships. The presence of alcohol, 
a deviant sexual preference, low self-esteem, a lack of empathy, social isolation 
and an inability to cope with stressful events, can exacerbate matters and drive 
the offender towards homicidal sexual violence. Situational factors including 
victim characteristics (e.g. lone female stranger), time of day (i.e. daylight hours) 
and the crime itself (e.g. presence of a weapon) can increase the chances of 
a sexual assault having a lethal outcome (see Chan, 2015, 2018).
Deviant sexual fantasies
A key feature within several theoretical approaches to sexual homicide 
(e.g. Arrigo & Purcell, 2001) is the presence of deviant sexual fantasies. 
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Although sexual fantasies, even deviant ones, are not the preserve of 
sexual offenders (Joyal & Carpentier, 2017), in some cases they can under-
pin acts of sexual violence (Bartels & Gannon, 2011). This was illustrated 
by MacCulloch et al. (1983) who examined a group of patients in a high- 
security hospital whose offences had sexual connotations or were clearly 
sexual. In most cases, it was found that prior to and at the time of their 
offences, patients had been creating fantasies identical to all or part of 
their offences. These fantasies included acts like rape, buggery, kidnap-
ping, bondage, flagellation, anaesthesia, torture and killing and were 
reinforced by masturbation and progressed into real-life behavioural try- 
outs. These try-outs were required to maintain the effectiveness of the 
fantasies as a source of arousal and eventually culminated in the offence. 
Deviant sexual preferences were later found to be an important predictor 
of sexual recidivism (Hanson & Bussière, 1998) and associated with serious 
repetitive sexual violence (Prentky et al., 1989). Consequently, this factor is 
incorporated into some popular contemporary protocols (e.g. Hart et al., 
2003) used in the formulation of sexual violence risk (Logan, 2016).
The present study
Studies into sexual offenders are typically retrospective in nature as they 
generally explore past events, such as offender histories or their offending. 
This study however is different. Being prospective in nature, it focuses on the 
possible futures for a man detained in an RSU and aims to answer the 
following research question.
● Did the application of evidence-based practice prevent a serious sexual 
assault, up to and including a sexual murder?
Method
This question is explored from an idiographic perspective using a single- 
case study design (Yin, 2014). In contrast to nomothetic research, which 
focuses on generalities arithmetic means and probabilities to identify ‘laws’ 
of human behaviour and/or to make predictions about how people behave 
in given situations, idiographic research explores uniqueness by examining 
what is relevant to the individual(s) in question (Ashworth, 2003). 
Ideographic research achieves this by gaining a thorough understanding 
of an individual or a few people, with the aim of this leading to a more 
general understanding of others. Single-case studies are an appropriate 
method for the exploration of unusual or extreme cases (Yin, 2014) as 
evidenced by several forensic studies (e.g. Bowden, 1996; Brankley et al., 
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2014; Greenall, 2004; Johnstone & Huws, 1997; Karakasi et al., 2017; Logan, 
2014; Loza & Hanna, 2006; McClellan, 2006).
Ethical considerations
A key aim of ethical research is maintaining the confidentiality of partici-
pants. When research involves multiple participants, their details are sub-
sumed within the combined dataset, rendering the identification of 
individuals almost impossible. In single-case studies, however, this anon-
ymising feature is absent and extra vigilance is required to maintain the 
confidentiality of the sole participant. To ensure this study adhered to 
ethical standards (Health & Care Professions Council, 2016), the following 
steps were taken. First, the patient’s Responsible Clinician and clinical team 
lead agreed he could be approached about participating in this study. 
Second, the patient was seen and provided with information about this 
study and given the opportunity to ask any questions. He was advised that 
in order to maintain his confidentiality, all data would be anonymised and 
a pseudonym (‘Bill’) would be used. Bill was happy with these arrange-
ments and consented to his data being used. A member of his nursing 
team witnessed this process. Third, prior to submission to this journal, the 
hospital’s Information Governance team saw a copy of the manuscript and 
agreed Bill’s confidentiality had been maintained. Bill only wanted to see 
a copy of the published paper.
Case presentation
Bill is 24 years old, single and detained in an RSU under section 3 of the 
Mental Health Act 1983. He was admitted several months earlier from 
another RSU with a primary diagnosis of schizophrenia and possible bor-
derline and antisocial traits, although his diagnosis was yet to be con-
firmed by his new clinical team. Bill came from a large family of full and 
half-siblings and his childhood included several negative features. His 
father and one brother had schizophrenia and his mother experienced 
problems with alcohol, deliberate self-harm, mood disorder and domestic 
violence. Apart from witnessing domestic violence, Bill was also physically 
abused at home. After his parents separated, Bill spent time living between 
them. During these years, he experienced poor parental management 
especially when living with his father, who allowed his sons to do what-
ever they wanted and who exposed them to violent pornography at an 
early age. At age 14 Bill was taken into care after experiencing further 
physical abuse. He then had several placements of short duration, ranging 
from a few weeks to several months. The reasons for the placement 
breakdowns was Bill’s escalating levels of physical and verbal aggression 
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and his significant deliberate self-harm. Bill also misbehaved in certain 
placements to engineer a move when he did not like them. Bill’s problems 
as a child were not limited to his home as his conduct in school resulted in 
his exclusion; from age of 11 he was a frequent user of cannabis and 
alcohol, and at age 15 he was diagnosed with conduct disorder.
Being on a civil section of the Mental Health Act, meant Bill did not 
have an index offence. However, his antisocial behaviour during his teens 
resulted in him receiving several convictions for various offences, including 
violence, property offences, acquisitive offences, public order offences and 
carrying an offensive weapon. Although Bill did not have any sexual 
convictions, allegations of antisocial and unlawful sexual conduct were in 
his records. In previous placements, Bill acted inappropriately towards 
female staff on several occasions. Examples include accessing internet 
sites about rape and documenting his sexually violent intentions towards 
one staff member whom he later threatened to rape. He obtained the 
personal details of another staff member so he could look her home up on 
Google Earth and send her text messages. He made inappropriate com-
ments about staff having extra-marital affairs. He sent sexualised texts to 
staff, violated their personal space and touched staff inappropriately. Bill 
also admitted to sexually assaulting his younger sisters over several years 
during his teens and to attempting to rape a previous girlfriend. Although 
the authorities were aware of these allegations, no action was taken. Of 
note was Bill’s explanation for attempting to rape his girlfriend; ‘normal sex 
is boring’.
Management and outcome
At the time of the assessment, Bill had been making steady progress. He had 
escorted community leave and a move to a community step-down facility 
was under consideration. Although Bill did not have any sexual convictions, 
his history of sexual misconduct meant that as part of his care and manage-
ment, an assessment and formulation of his sexual violence risk was required. 
This task was assigned to the first author and structured professional judge-
ment (SPJ) was used to guide the exploration of Bill’s sexual violence risk (Hart 
et al., 2003), his early life experiences (Borum et al., 2006) and the presence of 
protective factors (De Vogel et al., 2012). The assessment included considera-
tion of several data sources, including Bill’s health records, consultation with 
his clinical team, nursing staff on his ward and colleagues experienced in 
working with sexual offenders. Additionally, Bill was interviewed on several 
occasions, saw a draft report and agreed its contents before it was submitted 
to his clinical team. Finally, the second author provided clinical supervision 
during this process.
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Self-disclosures
A key area of exploration during the clinical interviews was Bill’s prior sexual 
misconduct and here he made some very serious disclosures. Bill reported 
that for many years he had experienced dreams and fantasies relating to rape 
and strangulation. He admitted to wanting to enact these dreams/fantasies 
because they were better than ‘boring normal sex’. After such dreams, Bill 
would awake with an erection and masturbate while fantasising about them. 
The regularity of his dreams/fantasies was such that Bill was masturbating 3–4 
times daily. Bill was not the only male in his family who experienced sexually 
violent dreams/fantasies, as he stated his father and one brother did too. 
However, his brother’s girlfriend allowed him to enact his violent fantasies, 
while Bill had no such outlet. When asked what Bill would do if he had 
a willing girlfriend, he replied she would end up unconscious because he 
would tie her up and strangle her during sex. Despite recognising that 
strangulation can cause death, Bill reported that he often masturbated and 
fantasised about raping and strangling women. Previously, the object of his 
sexually violent fantasies was a female member of staff in a prior placement, 
but now it was a female nurse on his ward. Unfortunately, despite several 
requests to identify her, Bill refused as he knew this would result in one of 
them being moved to another ward. What he did confirm, however, was that 
on a daily basis he was masturbating to fantasies of raping and strangling this 
woman. Consequently, while the assessment was ongoing female staff on 
Bill’s ward were alerted to the content of his dreams/fantasies and advised to 
exercise caution when nursing him.
Perhaps the most serious disclosure Bill made involved his admission that 
prior to his current period in hospital, he was in the habit of following women. 
Bill engaged in this behaviour on many occasions and it involved him 
following women whom he found attractive, in the evenings in isolated 
locations. On such occasions, Bill would follow a woman sometimes for 
about 30 minutes, walking behind her with his face covered with a scarf 
and having thoughts of grabbing her. Indeed, Bill admitted to almost grab-
bing a woman on one occasion. Fortunately, she became aware he was 
following her and ran off. Bill advised that had he grabbed her, he would 
have raped and strangled her, and she would not have been consenting, as 
that was part of his fantasy. On some occasions. when Bill went out to follow 
women, he took a rucksack containing rope, tape, bin-bags and a knife. On 
other occasions, he carried a hammer. Bill reported that following women 
excited him, and he would masturbate while fantasising about this when he 
returned home. On those occasions when Bill did not find an attractive 
woman to follow, he ‘felt gutted’. Bill recognised that if he raped and 
strangled a woman he would be detained for many years. However, when 
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asked if he thought he would resume his following behaviour if discharged 
from hospital, he replied ‘I don’t know, anything could happen’.
Formulation
Formulation involves the generation of a hypothesis about an individual’s 
problematic behaviour, which ensures therapeutic interventions are evi-
dence-based (Sturmey & McMurran, 2011). Logan (2014) suggests the essen-
tial first step in this process is clarifying the ‘risk of what?’ question.
Risk of what?
Although Bill did not have any sexual convictions, he had a history of sexual 
misconduct involving threats and inappropriate communications, and he 
harboured deviant sexual fantasies involving tying-up raping and strangling 
women. On several occasions, he followed women in secluded public places, 
sometimes armed with weapons, with the intention of enacting this fantasy 
and almost achieved this on one occasion. The fact that Bill continued to 
derive sexual pleasure from these actions suggests they had a compulsive 
nature (Schlesinger, 2004) and future repetition was therefore a reasonable 
possibility.
The 3Ds
In Bill’s case, the 3Ds formulation model (Logan, 2014) was used to 
explore drivers (motive), dis-inhibitors (predisposing or vulnerability factors) 
and destabilisers (precipitating factors or triggers) relevant to his sexual 
misconduct and future risk. First, Bill’s actions were driven by a desire to 
satisfy his deviant sexual preference, which was underpinned and main-
tained by his dreams/fantasies, associated behaviours and frequent mas-
turbation (MacCulloch et al., 1983). Second, Bill’s dysfunctional childhood 
may have contributed to his negative attitudes, deviant sexual preference 
and his emotionally unstable, impulsive and antisocial personality 
(Craissati et al., 2020). These factors dis-inhibited Bill by leaving him 
with little interest in conventional sexual relations and by helping him 
to overcome any inhibitions/anxieties about being sexually violent, espe-
cially when intoxicated. Third, Bill’s decision-making was destabilised by 
his deviant sexual preference, his chronic substance abuse, his personality 
and mental illness. These factors reduced his capacity to deal with situa-
tions that could trigger his sexual violence, such as mixing with female 
staff whom he found attractive and deciding to search for women to 
follow, rape and strangle. Again, early childhood experiences and the 
absence of pro-social peers, may have influenced his decision-making 
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and contributed to him holding pro-offending schemas (Beech et al., 
2005).
Scenario planning
A key feature of SPJ formulations is the development of possible future 
offence scenarios, generally involving a repeat, a twist, escalation and desis-
tance. These scenarios are not predictions about what will happen, but 
hypotheses about what could happen based on what is known about the 
individual and their previous history (Hart et al., 2003). In Bill’s case three 
scenarios appeared reasonable.
Scenario 1 (repeat/twist): sexual assault of a female nurse
Bill’s fantasies may have led him to sexually assault a female nurse on his 
ward. Warning signs would include Bill showing an interest in a particular 
nurse and attempting to obtain information about her in order to establish 
a ‘relationship’ and/or to feed his infatuation. Bill may have made inappropri-
ate comments about or to this nurse and violated her personal space. He may 
also have tried to improvise situations whereby he was alone with this nurse 
and perhaps believing his infatuations to be real, he may have attempted to 
sexually engage with her leading to a sexual assault. Relational security 
arrangements (Royal College of Psychiatrists, 2015) on the ward should 
have prevented this from happening and/or terminated the assault at an 
early stage, ensuring it was a one-off event.
Scenario 2 (escalation): sexual assault of an adult female stranger
If discharged into the community, Bill’s problems with interpersonal relation-
ships and employment may have left him socially isolated. In response, he 
may have attempted to satisfy his deviant sexual desires by resuming his 
following of female strangers, especially when intoxicated. Over time, these 
behaviours may have escalated with Bill starting to follow women for longer 
periods and carrying weapons. Excited by this behaviour, Bill’s following of 
women would have been reinforced through masturbation and if left 
unchecked, could have culminated in a serious, perhaps homicidal sexual 
assault (MacCulloch et al., 1983). Although Bill possessed a mental script as to 
how such an encounter may have unfolded, he had not given due considera-
tion to how he would carry out the assault, how he may have responded if the 
victim resisted, and what would have happened afterwards. It would prob-
ably therefore have been a disorganised (Ressler et al., 1988) sexual murder, 
with the body and forensic evidence left at the scene and Bill quickly appre-
hended (Balemba et al., 2014).
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Scenario 3 (desistance): no sexual violence
The alternative (null hypothesis) future involved Bill not engaging in further 
sexual violence. In this scenario, he may have continued to experience violent 
sexual fantasies. However, with the possible exception of the occasional 
inappropriate comment to female staff, he may not have acted on them 
and may have continued on his original discharge pathway and cooperated 
with his community management.
Risk management plan
Having identified two reasonable scenarios in which Bill may sexually offend 
in future, a risk management plan was designed to help him avoid these 
possible futures. Scenario two was immediately addressed by the cessation of 
Bill’s escorted community leave and the suspension of his proposed move to 
a community step-down facility. In relation to scenario one a day-to-day 
management plan was designed and in accordance with SPJ guidelines 
(Hart et al., 2003) this covered the following areas.
Supervision and monitoring
Bill’s detention in hospital afforded nursing staff every opportunity to reg-
ularly supervise and monitor him, including his whereabouts on the ward, his 
mental state, overall presentation, and his interactions with female staff. Any 
concerns could be shared with colleagues in Bill’s clinical team.
Treatment
Along with medication, Bill could have been referred for group treatment 
aimed at helping him to explore the factors that contributed to and which 
were maintaining his problematic behaviour. Unfortunately, Bill was not 
motivated to attend such an intervention. However, he did agree to engage 
in further individual work with a clinical psychologist, to explore his sexual 
development and deviant sexual preference.
Victim safety planning
Until further progress was made in relation to understanding Bill’s deviant 
sexual preference, female staff on his ward were advised to exercise caution 
in their dealings with Bill and to avoid being alone with him for the foresee-
able future.
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Discussion
Clinical work with sexual offenders usually involves the assessment and 
formulation of their history and future risk of sexual violence, plus the delivery 
of interventions to help them avoid sexual recidivism. In many cases, offen-
ders will engage in this process and verbalise a desire to avoid further sexual 
offending and work with staff to achieve that aim. In doing this, some 
offenders are prepared to disclose and confront concerning aspects of their 
offending, such as for example, acknowledging a sexual interest in children. 
On other occasions, the concerning nature of an offender’s disclosures do not 
relate to past events but future intentions, suggesting they may present an 
ongoing sexual risk to others.
Assessing Bill’s fantasies
When considering an offender’s fantasy-based disclosures, one option is to 
consider whether the content of the disclosures appear a reasonable future 
outcome, given what is known about the offender and their previous history. 
While some offenders may disclose unlikely future offending scenarios (e.g. 
becoming a serial killer), with Bill his fantasy about raping and strangling 
women appeared a reasonable future scenario, one he had given much 
thought to, one he had tried to enact on several occasions, and one that 
continued to give him much sexual pleasure. However, by developing an 
evidence-based formulation of Bill’s presenting problem, this possible future 
was averted and perhaps a sexual murder was prevented.
A sexual murder prevented?
In order to advise a clinical team that a patient who is detained on a civil 
section of the Mental Health Act, with no sexual convictions, escorted com-
munity leave and progressing towards discharge is a potential sexual mur-
derer, the clinician making this claim must ensure it has a sound evidential 
basis. This was provided by practising in accordance with hospital policy, best 
practices guidelines and relevant research. Although Bill did not have an 
index offence, hospital policy requires all patients to have a formal assess-
ment and formulation of their risk, a requirement that is subject to regular 
audit to ensure no patients are overlooked. Moreover, although Bill did not 
have any sexual convictions, his history of sexual misconduct meant this 
aspect of his presentation had to be considered when his risk was being 
assessed. In accordance with best practice (Department of Health, 2007) 
hospital policy requires all assessments of violence risk to be guided by SPJ 
protocols and wherever possible, to be undertaken in collaboration with the 
patient.
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The hypothesis that Bill had the potential to commit a sexual murder 
was supported by a body of research. For example, prior to his current 
detention in hospital, Bill was following a fantasy-based behavioural 
pathway very similar to that reported by MacCulloch et al. (1983). This 
pathway was reinforced by a process of (masturbatory) conditioning 
(Laws & Marshall, 1990) and had a clear upward trajectory that was 
leading Bill to contemplate and attempt a serious sexual assault of 
a female stranger, which could easily have resulted in her death given 
the presence of weapons (Nicole & Proulx, 2007). During this time, Bill’s 
following of women was an example of what MacCulloch et al. (1995) 
called ‘premeditated opportunism’. When he went out to follow women, 
there was an intention on Bill’s part to commit an act of violence, but the 
precise nature of the victim, method, or location was not predetermined 
(ibid.). Moreover, by following women in his own locality Bill was acting 
in accordance with research which suggests most sexual offenders 
(Beauregard et al., 2005), including stranger sexual killers (Greenall, 
2018), offend close to their homes. In addition to his actions, certain 
aspects of Bill’s presentation support the hypothesis that he had the 
potential to become a sexual murderer. For example, his dysfunctional/ 
traumatic childhood, his deviant sexual preference, his poor mental 
health, his abuse of substances, his problematic personality and his 
diverse criminal history, accord with the wider research into sexual 
Killers (Beauregard & Martineau, 2017; Proulx et al., 2018, 2007). Indeed, 
Bill arguably bears more than a passing resemblance to what Proulx 
suggests is the prototypical sexual murderer:
A childhood in neglectful and violent family environments; social isolation; 
overwhelming deviant sexual fantasies; negative personality traits (e.g., anti-
social, narcissistic, borderline); avoidant and schizoid personality disorders; 
a modus operandi characterised by expressive and ritualistic violence (e.g., 
bondage, torture of their victims). (2018, p. 597).
However, although detention in hospital put an end to Bill’s following of female 
strangers, it did not put an end to his deviant sexual fantasies. Rather once in 
hospital the focus of his sexual desires switched from female strangers to 
a female nurse. In doing this, Bill was responding to and taking advantage of 
his circumstance, by directing his sexual attentions towards available females 
within his environment. This time, however, he did not want to make 
a nuisance of himself with female staff as he had done previously, rather at 
this stage in his sexual development he wanted to rape and strangle one of 
them. Consequently, the hypothesis that Bill had the potential to become 
a sexual murderer appeared reasonable given what was known about him 
and his previous history.
THE JOURNAL OF FORENSIC PSYCHIATRY & PSYCHOLOGY 11
Critical issues
Although two reasonable scenarios in which Bill may sexually offend in future 
were highlighted, the possibility of them being a false positives (Blackburn, 
2000) leading to Bill’s further detention in hospital must be recognised, along 
with some critical issues relating to the formulation. First, the account of Bill’s 
violent sexual fantasies and his following of women was entirely his own self- 
report. Whether Bill was fabricating these accounts or not only he truly 
knows. However, it was felt that his disclosures could not be ignored as 
they were in accordance with the research on how violent fantasies can 
escalate into acts of serious sexual violence. Second, while Bill’s disclosures 
may have been an accurate description of his sexual interests, the alternative 
view is that his violent sexual fantasies and associated behaviours arose in the 
context of his mental illness (Drake & Pathé, 2004) and could been reduced if 
not eradicated by the treatment of his illness. Third, given that Bill had not 
committed a sexual murder and therefore was not a sexual murderer, using 
research on such killings to inform the formulation may have been inap-
propriate. Perhaps more general research such as Marshall and Barbaree 
(1990), which offers a framework for understanding the link between proble-
matic childhoods and later vulnerabilities to engaging in sexual violence, and 
which is still a highly regarded theory (Ward et al., 2006) may have been more 
appropriate. However, having identified that sexual murder was a potential 
future for Bill, consulting research into such killings was considered appro-
priate to determine whether this was indeed a reasonable future for him. 
Fourth, the usage here of a single-case study design to highlight the chal-
lenges presented by Bill may have its limitations. For example, a lack of 
scientific rigour may limit the generalisability of the findings to the wider 
population of sexual offenders. Additionally, as the authors were involved in 
the original assessment, the possibility of bias cannot be excluded.
Positive clinical impact
Finally, quality checklists and standards (e.g. Hart et al., 2011; McMurran & 
Bruford, 2016) require risk formulations to generate actions that make 
a positive difference. Risk formulations, therefore, should drive the risk man-
agement plan including developing strategies to facilitate positive risk taking, 
and the quality of risk formulations should be explored. In Bill’s case, this was 
achieved by asking some key questions, such as
● How will the plan for female staff to avoid being isolated with Bill be 
communicated to him and does he have sufficient insight to understand 
these restrictions?
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● What other changes to Bill’s care plan are required and will he collabo-
rate with them?
● Will the possible link between Bill’s deviant fantasies and his mental illness 
be explored, not only in relation to a direct link (i.e. hallucinations/delu-
sions) but by considering whether his illness and fantasies had their origins 
in trauma, loss, lack of success, power, control etc.?
● How will Bill’s clinical team reassess his risk and make positive risk deci-
sions, such as amending the guidance to female staff or reinstating com-
munity leave?
● What changes in Bill’s presentation will his clinical team need to see in 
order to be reassured that any amendments to his care plan can safely be 
made?
It was by asking questions like these that the quality and impact of the formula-
tion on Bill’s care and management was monitored, to avoid potential mistakes.
Conclusion
An important lesson can be drawn from this case study, which is that 
clinicians in forensic settings should never take anything for granted when 
working with offenders with histories of sexual violence. What began as an 
almost routine assessment of a man detained under a civil section of the 
Mental Health Act and with no sexual convictions, ended with future scenar-
ios involving potentially homicidal sexually violence, escorted leave and 
community discharge being stopped, and warnings issued to female staff. 
This case study sought to determine whether the application of evidence- 
based practice helped to prevent a serious sexual assault, up to and including 
a sexual murder. While we may never know the answer to this question, 
perhaps it can be answered by asking another. Had Bill’s clinical team not 
swiftly acted as they did, had Bill not been closely monitored by staff on his 
ward and had his community discharge been granted, can we honestly say no 
harm would have come to pass? Certainly, had these preventative measures 
not been taken and had Bill subsequently committed a serious sexual assault, 
his defence would have been ‘I warned them, but they didn’t listen’ and an 
inquiry would surely have followed.
Almost four decades ago, MacCulloch et al. cautioned forensic practitioners 
that ‘if a man presents with sadistic sexual fantasies, admits to previous try- 
outs . . . and demonstrates a pattern of progression of offending and fantasy, 
then progression to killing would appear to be a strong possibility’ 
(MacCulloch et al., 1983, p. 28). Bill has shown us that this remains good advice 
and forensic clinicians should therefore take such disclosures very seriously, 
when assessing and formulating offenders with histories of sexual violence.
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